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Abstract Working alliance has been characterized as an
important predictor of positive treatment outcomes. We
examined whether illness insight, psychosocial function-
ing, social support and locus of control were associated
with working alliance as perceived by both patient and
clinician. We assessed 195 outpatients with psychotic or
bipolar disorders. Our findings indicated that patients rated
the alliance more positively when they experienced a
greater need for treatment, fewer behavioral and social
problems, and more psychiatric symptoms. Clinicians rated
the alliance more positively in patients who reported fewer
social problems and better illness insight. Patients’ demo-
graphic characteristics, including being female and mar-
ried, were also positively related to the clinician-rated
alliance. Our results suggest that patients and clinicians
have divergent perceptions of the alliance. Clinicians may
need help developing awareness of the goals and tasks of
patients with certain characteristics, i.e., singles, men,
those with poor illness insight and those who report poor
social functioning.
Keywords Working alliance  Therapist patient
relationship  Severe mental illness  Psychosis  Prediction
Introduction
A good working alliance has been characterized as an
important predictor of positive outcomes for a number of
treatments (Horvath and Symonds 1991; Martin et al.
2000). However, due to factors such as poor insight into
their illness and into the need for treatment, some patients
with schizophrenia and their clinicians find it difficult to
form a therapeutic relationship (Frank and Gunderson
1990; Wittorf et al. 2009).
As one might expect, the severity of symptoms and
subsequent impairments has been found to be associated
with working alliance in patients with severe mental ill-
ness. However, the results vary widely, and may relate to
the patient’s and clinician’s perceptions of their working
alliance, or to the concordance between these perceptions.
To start with the latter, Lysaker et al. (2011) found a higher
level of concordance between patients and clinicians in
patients who experienced more negative symptoms and
more impairments (Lysaker et al. 2011). On the other hand,
Davis and Lysaker (2004) found that while more impaired
patients reported better alliances, their clinicians appraised
the alliances more negatively. And while other authors
(Barrowclough et al. 2010; Couture et al. 2006; Wittorf
et al. 2009) have also reported a negative association be-
tween clinician-rated working alliance and the presence
and severity of symptoms, Barrowclough et al. (2010)
found an opposite association: that clinicians rated the
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working alliance more positively in patients with higher
levels of self-reported depression. Beardsmore and Emse-
ley found no association between symptom severity and
alliance. Finally, McCabe and Priebe (2003) reported that
patients with more severe symptoms gave a poorer rating to
their working alliance.
Although some researchers suggest that patients who
perceive their working alliance more positively do so be-
cause they have a better understanding of their illness
(Barrowclough et al. 2010; Wittorf et al. 2009), the
mechanism behind this relationship remains unclear. Pa-
tients who rated their working relationship highly have also
been found to have a positive attitude towards medication
and towards living with family (Barrowclough et al. 2010;
Couture et al. 2006; Wittorf et al. 2009).
In patients with psychotic or bipolar disorders, we
showed that the clinicians’ perspective on the quality of
the working alliance was an important predictor of whe-
ther a treatment capable of preventing psychiatric crises
had been properly implemented (Ruchlewska et al., sub-
mitted). This was shown in an RCT designed to examine
the effects of a crisis plan—a particular type of advance
statement developed in Dutch psychiatric care (Ruch-
lewska et al. 2009). Advance statements are used with
patients with psychiatric disorders to document the
treatment they would prefer if faced with a future mental
health crisis or period of incapacity. The term ‘‘psychi-
atric advance statement’’ encompasses a range of instru-
ments used in psychiatric care, such as psychiatric
advance directives, wellness recovery action plans, and
joint crisis plans. These vary in form, content, and judicial
context (Henderson et al. 2008). A crisis plan describes
crisis prevention and contains practical information on the
action to be taken in future psychiatric emergencies. The
information is summarized on a small card—the ‘crisis
card’—which users carry with them at all times. While
crisis plans are developed on a voluntary basis and are not
legally binding, they are important instruments for help-
ing patients and clinicians to find mutual agreement on
how to handle crisis situations. Although they may thus
be important to preventing involuntary admissions (Hen-
derson et al. 2004; Ruchlewska et al. 2014), little is
known about the determinants of a good working alliance
in the patient population that most needs one.
In the present cross-sectional study, which was part of
the RCT referred to above, we tested two hypotheses. The
first was that a higher level of psychosocial functioning—
i.e., greater insight, fewer symptoms, better social func-
tioning, fewer behavioral problems and more social sup-
port—would be associated with a clinician’s and patient’s
perception of a better working alliance. The second was
that the working alliance achieved with patients with an
external locus of control—i.e., those who experience little
control about forces that impact their lives—would be
perceived more poorly by clinician and patient alike.
Methods
Setting
For this study we used the baseline data from a randomized
controlled trial on the effects of crisis plans (Ruchlewska
et al. 2009). We recruited patients from twelve Community
Mental Health Teams at three mental-health institutions in
Rotterdam, the Netherlands. As is usually the case in Dutch
psychiatric care, these teams provide care to adult patients
([18 years) with serious and persistent mental illness—usu-
ally a psychotic, bipolar, or major depressive disorder (with
or without co-morbid substance disorder) who also have
psychosocial problems in multiple domains of life. Outpatient
care ranges from office-based community psychiatric care, to
more intensive assertive outreach treatment. Team case load
is generally small (i.e., less than 350 patients). Rotterdam’s
community mental-health care institution has a catchment
area of approximately 1.3 million inhabitants. Costs are
covered through national health insurance.
Participants
On the basis of the inclusion and exclusion criteria for-
mulated in the context of the RCT, the clinician and the
researcher selected candidate participants from the clin-
icians’ caseloads. The patients who had been selected re-
ceived an information letter about the study from their
clinicians, who also requested permission for an indepen-
dent researcher to contact them. After the study had been
described in full, written informed consent was obtained.
Participants received EUR 10 for each interview. We se-
lected 537 patients, 212 of whom (40 %) were included in
the study. After explanation of the research goals, 151
patients (28 %) refused to be contacted by the researcher or
refused to participate in the study, and 174 (32 %) could
not be contacted after several unsuccessful attempts [for
details of recruitment and inclusion, see Ruchlewska et al.
(2014)]. The design and implementation of this study were
approved by the Dutch Union of Medical Ethics Trial
Committees for Mental Health Organizations.
Measures
Working Alliance Inventory (WAI)
To measure the quality of the working alliance from the
patients’ and clinicians’ perspectives, we used the Dutch
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version of the Working Alliance Inventory (WAI) (Horvath
and Greenberg 1989; Vervaeke and Vertommen 1996).
This 36-item scale, which was rated on a 5-point scale,
from 1 (‘no, I strongly disagree’) to 5 (‘yes, I strongly
agree’), concerns three aspects of the therapeutic relation-
ship: (1) tasks, i.e., the extent to which patient and therapist
view the treatment tasks as relevant; (2) bonds, i.e., the
personal attachment between the patient and clinician,
which is created through trust, empathy and respect; and
(3) goals, i.e., mutual agreement on and valuing of the
outcomes of therapy. Higher scores indicate greater satis-
faction with the alliance. The reliability of the WAI was
measured using Cronbach’s alpha. In our sample, the pa-
tient’s and clinician’s instruments of the WAI both showed
high levels of internal consistency (alpha = 0.94; al-
pha = 0.92), the range being 80–180 for the patients’ scale
and 73–178 for the clinicians’ scale.
Psychosocial Functioning
Psychosocial functioning was assessed by an independent
interviewer using the Dutch version of the 12-item Health
of the Nation Outcome Scales (HoNOS) (Mulder et al.
2004; Wing et al. 1998). The HoNOS was completed by
the researcher after a structured interview that quantified
the psychosocial problems encountered within the previous
2 weeks. The items are rated from 0 (no problem) to 4
(severe to very severe problem). The intra-class correlation
coefficient of the HoNOS total scores was 0.87 in the
similar population, which indicates very good reliability
(Wing et al. 1998). The range for this scale in our sample
was a minimum of 1 and a maximum of 25. Four subscales
concern behavioral problems (range in sample: 0–6), im-
pairment (range in sample: 0–6), psychiatric symptoms
(range in sample: 0–9) and social dysfunction (range in
sample: 0–10).
Insight
Insight was assessed using a self-report Insight into Psy-
chosis scale (Birchwood et al. 1994). This consists of eight
statements to which the participant responds in one of three
ways: agree, disagree and unsure. The three subscales
concern the relabeling of symptoms, awareness of illness,
and the perceived need for treatment. Higher scores suggest
greater insight. The reliability for the total scale in our
sample was high, with a Cronbach’s alpha of 0.75. The
test–retest correlation was 0.90, indicating high reliability
(Birchwood et al. 1994). Due to the non-normal distribu-
tion of this variable, the scores of the scale were log
transformed.
Social Support
Social support was measured using the Adult Social Report
scale (Ruehlman et al. 1999), a self-report scale comprising
fourteen items that measure the respondent’s opinion of the
help received from family and friends. Each item is rated
on a 5-point scale from ‘no help at all’ to ‘very much help’.
In our sample, the test–retest coefficient for this scale was
0.82, which indicates high reliability. The range of the
scale was 15–61.
Locus of Control
Patients’ personal feeling of control over the forces im-
pacting their lives was measured using MASTERY, a
7-item scale (Pearlin and Schooler 1978) in which each
item is a statement reflecting the respondent’s perception of
self. Four responses are rated from 1 (‘strongly disagree’)
to 4 (‘strongly agree’). Higher scores indicated an external
locus of control, meaning less control over the forces that
impact the patient’s life. As measured by Cronbach’s al-
pha, the reliability of the Dutch version of this scale was
0.79 (Kempen 1992). The range of this scale in our sample
was 5–25.
Statistical Analysis
The data were checked for normality, and relationships
between predictor variables were checked for collinearity.
Correlations and differences between patients’ and clin-
icians’ working-alliance ratings were then examined using
the Pearson correlations and paired t tests. Finally, back-
ward multiple linear regression analysis was used to
identify independent predictors of patient- and clinician-
rated working alliances.
Results
The questionnaire on the quality of the working-alliance
was completed by 195 adult outpatients from the original
sample (N = 212) (mean age of 39.6 years) (SD 11.4),
who participated in this study. A majority of participants
were male (70 %) and single (64 %); 21 % were divorced
or widowed, and 15 % were married. Most were Dutch
natives (62 %); 78 % had completed education to a mod-
erate to high level. Moderate education level included high
school and vocational college; a high education level
consisted of further or higher education.
The commonest diagnosis was a psychotic disorder
(81 %). The mean score on the log-transformed insight
scale was 0.94 (SD 0.21), indicating average to high insight
into one’s own illness. The mean score on the HoNOS was
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11 (SD 5), which is consistent with the average score in
psychotic patient populations (Mulder et al. 2004). The
mean subscale scores on the HoNOS were as follows: 1.72
(SD 1.53) for behavioral problems, indicating mild be-
havioral problems; 2.09 (SD 1.37) for impairment, indi-
cating mild cognitive and disability problems; 3.65 (SD
2.23) for symptoms, indicating moderate symptom sever-
ity; and 3.46 (SD 2.17) for social problems, indicating
moderate severity of problems with regard to social rela-
tionships. The mean score on the locus of control scale was
14.45 (SD 4.69), indicating moderate perceived control
about the events and ongoing life situations. The mean
score on the social-support questionnaire was 41.89 (SD
9.10), indicating satisfaction about help received from
family and friends.
Of the 101 participating clinicians, 56 % were female,
50 % were psychiatric nurses, 19 % were nurses, 7 % so-
cial workers, 6 % psychologists, 6 % residents in psy-
chiatry and 2 % psychiatrists. Their average (median)
working experience was 14 years, with a range from 1 to
35 years. Most clinicians rated the working alliance ques-
tionnaire on one patient. The number of ratings ranged
between 1 and 9 patients.
Table 1 shows the total and subscale scores on patient-
and clinician-rated WAI. The scores of the two versions
were high, indicating satisfaction with the alliance. Patients
were slightly more positive about their working alliance
than their clinicians were. The paired t tests showed small
but significant differences between the total patient and
clinician WAI scales. The concordance between patient
and clinician working alliance was low, with correlations
ranging from 0.22 to 0.28.
Table 2 presents the final multiple regression analysis.
Hypothesis 1—that a higher level of psychosocial func-
tioning would be associated with a clinician’s and patient’s
perception of a better working alliance—was partly con-
firmed: patient-rated WAI was associated with (1) higher
scores on the perceived treatment needs of the insight sub-
scale, (2) lower HoNOS behavioral and social problem
scores, and (3) higher social-support scores. The clinician-
rated WAI was associated with higher level of illness
awareness, and higher social support scores. But, contrary to
our hypothesis, the patient-rated WAI was associated with
severer psychiatric symptoms as assessed with the HoNOS.
With regard to the second hypothesis—that the working
alliance achieved with patients with an external locus of
control would be perceived more poorly by clinician and
patient—we found that locus of control was negatively as-
sociated with higher scores on the patient-rated WAI. This
means that patients with greater control over their lives were
more positive about their working alliance.
Finally, unlike the Dutch patients, immigrant patients
scored higher on the patient-rated WAI. Married patients
and women scored higher on the clinician-rated WAI. The
final models accounted for 20 % of the total variance in the
patient-rated WAI scores, and 12 % of the total variance in
the clinician-rated WAI-scores.
Discussion
This study in patients with psychotic and bipolar disorders
investigated whether greater illness insight, better social
functioning, fewer behavioral problems, and more social
support were associated with more positive patients’ and
clinicians’ ratings of their working relationship. We also
examined whether the working alliance achieved with pa-
tients with an external locus of control would be perceived
more poorly by the clinician and patient. As in previous
studies (Barrowclough et al. 2010; Couture et al. 2006;
Tryon et al. 2007; Wittorf et al. 2009), the correlation
between clinicians’ and patients’ ratings of the working
alliance was low to moderate, and patients qualified their
alliance more positively than their clinicians did. In their
meta-analyses, Tryon et al. (2007) report that the perceived
working relationship between clinicians and patient shows
more divergence for patients with less impairment and less
psychiatric symptoms.
We found that the patients’ and clinicians’ perspectives
on the working alliance were associated with different sets
of variables. A working alliance that was rated positively
by the patient was associated with more severe symptoms,
a more strongly perceived need for treatment, fewer be-
havioral and social problems, being an immigrant, and an
internal locus of control. Clinicians were more positive
about the working alliance if a patient was married, female,
had fewer social problems, and was more aware of his or
her illness. Unlike the two studies that used only global
assessments of insight (Barrowclough et al. 2010; Wittorf
et al. 2009), our study differentiated several aspects of this
variable.
Our finding that severer symptoms were associated with
a better patient-rated working alliance was not consistent
with previous studies. A possible explanation for this dis-
crepancy is that Barrowclough et al. (2010) used positive
and negative syndrome scales to measure symptomatology,
while symptoms in our study comprised delusions, de-
pressive mood and other symptoms. It is interesting that
Barrowclough et al. (2010) did find a positive link between
self-rated depression and alliance, because patients in our
study scored high on the depressive mood subscale. It may
be that depressive symptoms have a particularly pro-
nounced relationship with the alliance. However, while
McCabe and Priebe’s study (2003) also included depres-
sion in the measurement of the symptoms, it did not find
any association with the alliance.
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We also found that patients who experienced greater
control over their lives were more positive about the
working alliance with their therapist. Although it has not
previously been studied in the context of working alliance,
an internal locus of control was associated with increased
treatment motivation, compliance and treatment adherence,
and with better treatment outcomes in patients with severe
mental illness (Harrow et al. 2009). Our findings may mean
that a positive working alliance is an effect modifier for the
link between locus of control and health behavior, and
subsequent treatment outcomes.
Other researchers have studied why patients with severe
mental illness may engage differently from patients with
milder illnesses and how clinicians can better engage pa-
tients by modifying their approach to them (Freeman et al.
2013; Lavelle et al. 2014; McCabe et al. 2002). Based on
these insights, interventions are being developed and tested
that focus on structuring patient-clinician communication,
and that routinely discuss the patient’s level of motivation
for engaging in treatment (Jochems et al. 2012; Priebe et al.
2007, 2013). It seems likely that this testing will produce
practical findings that are applicable to this population,
since these interventions are designed especially to serve
the needs of patients with severe mental illness.
Our study had five limitations. The first is that working
alliance was measured through a self-report inventory of
what patient and clinician thought of each other; no ob-
server-rated assessment was included. The second limita-
tion is that these variables explained only 20 % of the total
variance in the patient-rated working alliance, and only
12 % of that in the clinician alliance. The variables that
account for the unexplained part of the variance are un-
known. The third limitation is that, due to the sample
characteristics, generalization of the results is limited. Most
participants were male, had a psychotic disorder, and, over
a given period, had been in contact with Assertive Com-
munity treatment and Illness Management and Recovery
teams. No information had been collected about how long
these patients had been treated. The forth limitation is that
the patients’ and clinicians’ perception of working alliance
may vary according to the stage of the psychiatric illness or
between mental healthcare settings. The final limitation is
the cross-sectional nature of the study, which does not
enable us to draw any causal conclusions.
Table 1 Correlations and paired t tests of the total and subscales scores of working-alliance inventory (WAI) from patients’ and clinicians’
perspectives
WAI patient WAI clinician Correlation Differences
N Mean SD N Mean SD r p t p
Total WAI 195 142.97 22.24 195 137.82 14.90 0.28 0.00 3.12 0.00
Bond subscale 195 50.70 7.40 195 48.79 4.66 0.24 0.00 -3.43 0.00
Tasks subscale 195 47.09 8.09 195 45.76 5.52 0.28 0.00 -2.92 0.01
Goals subscale 195 45.18 8.36 195 43.27 6.02 0.22 0.00 -2.21 0.03
Table 2 Multiple regression




Patient WAI R2 = 0.20;
therapist WAI R2 = 0.12
Variable WAI patient WAI clinician
B SE B p B SE B p
Constant 115.01 10.34 0.00 143.11 6.91 0.00
Insight
Need for treatment 20.96 6.46 0.00
Illness awareness 7.97 4.06 0.05
Psychosocial functioning
Behavioural problems -2.52 1.01 0.01
Symptoms 2.20 0.78 0.00
Social problems -1.36 0.79 0.09 -1.16 0.47 0.01
Social support 0.34 0.16 0.04
Locus of control -0.97 0.36 0.01
Ethnicity (immigrants) 8.47 3.07 0.01
Marital status (not married) -6.27 2.90 0.03
Gender (women) 4.91 2.22 0.03
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With regard to clinical practice, our results suggest that
patients and therapists may have different perceptions of
the alliance. A possible implication of the finding that the
implementation of crisis plans may be predicted by a
clinician’s perspective on the alliance (Ruchlewska et al.,
submitted) is that clinicians need help in developing
awareness of the goals and tasks of patients with certain
characteristics—i.e., singles, men, and those with poorer
social functioning and poorer insight into their illness and
need for treatment—and in helping them effectively to
consider them. The same finding may also mean that
clinicians should become aware of a possible implicit
preference for married female patients, for those who have
a better understanding of their illness, and those are more
competent in their social life. A focus on the patient’s own
sense of responsibility for the treatment may also help to
build a successful alliance. Future research should replicate
the results of present study, and should also investigate
whether patients’ treatment history, especially with their
current clinician, would have an impact on their alliance.
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